Background. In emergency surgery, a very heterogeneous approach is required in the decision making process, especially when considering the patient's postoperative quality of life as well as medical, ethical, and legal factors. In some cases, the presence of an Advance Directive (AD) form may potentially help resolve the surgeon's dilemma.
Introduction
Limitation of Therapeutic Effort (LTE) has become an acceptable option (and legally acknowledged) within clinical practice, especially where critical care is required. LTE refers to either withholding or withdrawing life sustaining treatment, with each procedure carrying different implications (1) .
Undeniably, the practice evokes controversy from an ethical and resource management point of view.
Furthermore, given the advances in medical practice and the increased capacity to 'prolong' life, the surgeon may be faced with a conflict between prolonging life and consideration for the patient's wishes and dignity (2) .
In surgical practice, two opposing approaches are identifiable: the more interventionist approach (trying to save life and resolve exclusively the issue of the illness, taking into account the surgical indication) and the more conservative approach (a reluctance to use the operative option due to the surgical risk, especially when considering the patient's post-operative quality of life).
Tools for Surgical Risk assessment such as P-POSSUM offer a pre-operative prediction for mortality and morbidity based on a patient's physiological status and the operative severity for the condition (3). Such assessments help guide the surgeon in deciding whether the patient is "fit" or "not fit" for surgery.
However such tools do not include the patient's neurological status or any concept/criteria in relation to quality of life in the risk calculation. In addition, the decision making process is strongly influenced by the patient's wishes and/or those of relatives, when the patient is unable to express them directly, for example in cases of severe, irreversible neurological deterioration.
Thus, the decision making process involves a number of factors: medical, ethical and legal, yet must also be guided by the fundamental concept of medicine: "Primum non nocere" (first do no harm). Is it not harmful a carry out a futile surgical operation or to 
Objectives
The primary objective of this survey was to investigate the opinions of surgeons across a representative cross-section of European countries, with regard to: practice and the decision making issues faced when presented with a 'typical' case scenario; identifying similarities and differences in practice, establishing the possible rationale for these -medical, legal and/or ethical. A secondary objective was to recommend a more uniform approach and best practice.
Materials and methods
A survey was conducted of surgeons from a range of European countries. Two separate questionnaires were designed (1) to obtain an overview of decision making in relation to LTE (using a specific case study), and (2) to assess the level of awareness and practical use of ADs. A secondary objective was to identify any similarities and/or differences in approaches. Only 38.6% of respondents from Q1 thought ADs were part of the legal system in their country, compared to 73.5% in Q2. However, the experience of using them was similar, but limited, at 30.2% and 21.7% respectively.
In the absence of an AD, only 20% of surgeons from Q1 were willing to operate on the patient, whilst the percentage was three times higher for Q2 surgeons at 63.9%. The three main reasons for the decision of whether or not to operate were categorized as ethical, professional and/or as a result of relatives' wishes. The results of relatives' wishes played a significant role for surgeons in Q1, with 63.5% saying it affected their decision whereas only 39.7% answering Q2 indicated so.
An additional question was asked of surgeons in Q2 in relation to the role of MDT (multidisciplinary team).
The majority thought that the decision making process in the given case scenario should be a joint one. The interpretation of the results is also limited by a defined case scenario about which surgeons were asked to respond. This is not an uncommon method to use in order to provide specific focus (4, 5) and it was clear from some of the comments made by respondents that this was not an unfamiliar situation.
We found three comparable studies to ours in a PubMed search of the literature; two were questionnairebased surveys, both giving surgeons a similar hypothetical case scenario of an elderly patient with dementia and an acute life threatening condition (4, 5).
The third was an interview-based survey of surgeons regarding more general ethical dilemmas (6, 7) . Two of the surveys however were based on very small sample sizes of 10 and 23 respondents (5, 6 ) and limited to a specific country. The other compared opinions of respondents from three European countries on factors affecting decision making in relation to end of life decisions at a very general level, rather than ones related specifically to surgical intervention. Based on our results as well as those mentioned above, we found wide differences of opinion as to whether or not to operate, despite presenting a case where the criteria appear to be less debatable with regard to patient quality of life, i.e. the most that can be achieved in a surgical patients is a return to the status before operation -advanced, chronic, irreversible neurological deterioration. Our finding of between 20 and 60% of surgeons choosing to operate encompass those of Gallagher et al. (5), who reported 37%. All three surveys also identified relative's wishes and/or 'social consensus' as being significant influencers.
Compliance with patient's wishes is also an area for concern. Even though our survey did not ask if surgeons 
